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We used epicardial channel from diagonal branch to distal LAD. Ret-
rogtrade guide wire could advance to proximal true lumen through
CTO. But retrograde corsair could not reach antegrade guiding cath-
eter because retrograde guiding catheter was 100cm and epicardial
route was long.We used guideliner from anterade and retrograde
corsair could get into guidliner. Guideliner is useful for PCI with
retrograde approach via long epicardial channel.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. 6044270
Relevant clinical history and physical exam. This 61-year-old patient has a
history of hypertension and dyslipidemia. He suffered from angina
and CAG at other hospital showed a 1-vessel disease but RCA total
occlusion. He was referred to our hospital but previous two attempts
of PCI both failed. Those procedures are antegrade, IVUS guide wiring,
but resulted in extravasation and false lumen creation respectively. 9
months after the last PCI, he was admitted again for CTO PCI. On
admission, physical exam is essentially normal.
Relevant test results prior to catheterization. CXR: borderline heart size,
tortuous aorta, increased bil, perihilar inﬁltration, increased intersti-
tial inﬁltration at bilateral lungs.
ECG: atrial ﬁbrillation
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LM: patent
LAD: patent
LCX: patent
RCA: proximal total occlusion with collaterals from LCA failed
antegrade approach[INTERVENTIONAL MANAGEMENT]
Procedural step. Retrograde
# Engage LCA with 7Fr SL4, wiring with SION blue and FineCross for
septal collateral selection, no good candidate
# wiring with Fielder FC + Finecross to LCX, switch to broken tip
SION for retrograde approach -> cannot go into d-RCA extravasation
noted during wiring, hemostasis achieved Antegrade
# Engage RCA with 7Fr JR 4, SION to conus br for balloon anchor,
Fielder FC and Conquest pro + ﬁnecross for parallel antegrade
approach
# use IVUS for plaque penetrating
# successful wiring to d-RCA with conquest pro
# POBA from distal to prox RCA with balloon catheters (TREK 1.2x12;
Apex 2.5x30; sprinter 3.5x15)
# Deploy stent (BioMatrix Flex 3.0x24 -> d-RCA; BioMatrix Flex
3.5x36 to m-RCA; Resolute integrity 4.0x34 to p-RCA)
# Final ﬂow is good
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is usually taken as the only solution for CTO PCI. However, even after
destruction of previous failed PCI, the channels of success may still
exist in the antegrade vessel. In this case, broken-tip technique passed
most part of the tortuous collateral artery, but in the end, this wire
advance into branches of collateral rather than the distal RCA true
lumen. With IVUS guide channel wiring and delicate parallel wiring,
ﬁnally we achieved revascularization of CTO by antegrade approach.
As advance of PCI tools, we should broaden our strategies of ante-
grade approach. After all, retrograde approach is potentially more
risky for the patient.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. SS
Relevant clinical history and physical exam. 71 year-old male was
admitted to our hospital due to gastric bleeding.He had a past history
of coronary artery bypass grafting using gastroepiploic artery graft
(GEA) 13 years ago.
After examinations, he was diagnosed as gastric cancer and sched-
uled surgical operation (gastrectomy) with removal of the GEA and
dissection of lymph nodes.
Relevant test results prior to catheterization. The result of pathology
showed moderate-poorly differentiated adenocarcinoma.Relevant catheterization ﬁndings. CAG showed native RCA total occlu-
sion and patency of GEA graft. To prevent cardiac ischemia, we per-
formed PCI for RCA chronic total occlusion (CTO) before gastrectomy.
